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Explanation or reason for introduction of bill/resolution:

Relating to prescriptive practice standards for advanced practice registered nurses.

Minutes: Attached testimony.

Chairman Judy Lee, District 13, introduced SB 2148. This will enhance the ability of Nurse
Practitioners to provide practice as primary care providers to provide treatment throughout the
state of ND. It removes the requirement for collaborative agreement with physicians.

‘enator Dever asked if “scope of practice” is appropriately defined in order to allow this but,
when necessary, to make the appropriate referrals. She deferred the response to others who
would be testifying.

Senator Bowman spoke in support of SB 2148. This would help support health care in rural
ND.

Senator Heckaman, District 23, also spoke in support SB 2148. Itis a very important part of
delivering medical services to our rural areas.

Representative Karen Rohr, District 31. She is a board certified Nurse Practitioner
and she encouraged support for SB 2148.

Cal Rolfson, representing ND Nurse Practitioner's Association, introduced those who would
be testifying in support of SB 2148.

Cheryl Rising, Family Nurse Practitioner (FNP) and President of NDNPA, practices in
Bismarck, ND and testified in support of SB 2148. Attached Testimony #1

Representative Kreidt, co-sponsor of SB 2148, highly recommended the support of
SB 2148.

.Dr. Billie Madler, Nurse Practitioner in Bismarck and educator of students in graduate nursing
programs testified in support of SB 2148. Attached Testimony #2
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.Senator Dever stated that her testimony seemed to support the bill but also to argue for and
expansion of the scope of practice.

Dr. Billie Madler replied that they were not intending to do that. They want to be able to work
to the full scope of practice that they already have. The variation from state to state highlights
the discrepancies. Nurse practitioners in some states are being used to their full competence.
In other states they are not basing what Nurse Practitioners can do on their competence or
their scope of practice or education. They are basing it on state laws.

Senator Dever asked then if “our scope of practice” is appropriately defined and if it is defined
in the Century Code.

Dr. Billie Madler replied that the scope of practice would be addressed by one of her
colleagues. The scope of practice for each nurse practitioner is kept on file in the board of
nursing. Each NP has a scope of practice that is specific to the location they are working in.
In answer to a question by Senator Judy Lee she agreed that it would be correct to say

it is not based on the individual or geographic area but rather whether they happen to be a
nurse anesthetist, someone in geriatric care, someone with a specialty, etc.

Senator Berry asked if nurse anesthetists practice independently.
Dr. Billie Madler deferred to the nurse anesthetists in the room.

Kris Todd Reisnour, Nurse Practitioner, testified in favor of SB 2148. Attachment #3 includes
a list of supporting signatures.

Senator Uglem asked if ND laws are restricting her scope of practice and what grade would
she give ND for their laws.

Kris Todd Reisnour replied that she would give ND a grade of A for their ability to practice.

She was lucky to find a physician to sign on as a collaborator since she is independent in her
clinic.

Senator Lee pointed out that there have been other bills in recent sessions that dealt with
enabling nurse practitioners to work appropriately in a variety of areas.

Gwen Witzel, Family Nurse Practitioner and a primary care provider in rural ND, testified in
support of SB 2148. Attached Testimony #4 includes a map showing ND nurse practitioner
jocation and a document from the American Academy of Nurse Practitioners that defines
Scope of Practice for Nurse Practitioners. She added that she has consulted with all of the
physicians she interacts with throughout the day and she has their signatures. The physicians
she has spoken with about this issue agree that this is an unnecessary formality.
Senator Mathern asked how the national healthcare reform impacts what she does and SB
. 2148. He wondered if there is a connection.

Gwen Witzel stated that the national healthcare reform law is provider neutral language. It
has opened up practice to include all healthcare providers. With national healthcare reform
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.they are trying to improve access to healthcare. They say that there is going to be 32 million
people who will now have health insurance and require primary care. There is a primary care

physician shortage throughout the nation. By providing neutral language it is improving access
to healthcare.

Senator Dever wondered if there are patients that come from MN into ND and if it would make
a difference if this bill is passed.

Gwen Witzel replied that those in Fargo-Moorhead see it all the time.

Tracie Mallberg, MD, owner and physician at LilyCare Clinic in West Fargo, ND, testified in
support of SB 2148. Attached Testimony # 5

Senator Lee speculated that there is no liability for NP as a collaborating physician. They are
just supposed to talk now and then. She asked if that was correct.

Tracie Mallberg responded that is exactly how it had been explained to her.

Karen Larson She is Deputy Director of the Community Healthcare Association of the
Dakotas which is a primary care association serving members from community health centers
in both SD and ND. She has submitted a letter on behalf of their members. It can be found in
Kris Todd's packet. She wanted to confirm that every one of those health center directors

rote in favor of this legislation and are in full support of it. She is extremely proud of what
nurse practitioners have done and as long as there is a defined scope of practice, quality

assurance, proper regulation, and proven competencies that should be all that is required to do
this practice.

Duane Houdek, Executive Secretary of the ND State Board of Medical Examiners, opposed
SB 2148. Attached Testimony #6 Responding to the notion that this is just a meaningless
formality, he was sorry that is the way nurse practitioners and physicians treat it. That is not
the way the board treats it. When it comes to prescribing they send a package to the
collaborating physician and ask that physician to respond. The board will hold the
collaborating physician accountable for the collaborative agreement. His point is that public
protection has to be foremost.

Senator Lee stated that his testimony suggested that the Board of Nursing holds their
individuals who they regulate less accountable than the Board of Medical Examiners holds its
physician’'s accountable.

Duane Houdek said that wasn't his intention.

Discussion continued on the implication of his testimony. Mr. Houdek said having two boards

looking at a given transaction is better than one not that one is better than the other.

The board is reactive. They respond to complaints. They do not expect regular reports from
. collaborating physicians on the oversight of nurse practitioners.

Senator J. Lee asked what the Board of Medical Examiners was doing to encourage
physicians to move into the rural areas where there are none at this time.
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Duane Houdek said there has been a lot of talk in the medical community, including the
board, of working with the medical schoo! and trying to get people into rural communities. He

didn’t see where this legislation was a question of access. It is not an impediment for those
who are practicing in rural areas.

Senator Mathern asked if there are areas of collaboration going on now in the prescriptive
ability.

Duane Houdek said there is a prescriptive committee. They haven't really had discussions on
further collaborations. The discussion has always been if there should be less?

His concern was not about the larger hospitals. His concern is about increasing access in
small rural areas that might be more isolated. Those are the places that need more
collaboration.

Senator Berry asked if it was correct that this bill, if passed, would remove any last vestige of
medical oversight over nursing practice of medicine

Duane Houdek said he believed that was true.

Senator Lee pointed out that they are overseen by their own board which oversees their own

.scope of practice.

Senator Berry said that he was speaking of the medical oversight of the practice of medicine

as opposed to the nursing oversight to the practice of medicine. To him those are two very
different things.

Senator Lee felt he should differentiate between medical practice and physician practice.

Senator Berry states that physicians receive medical licenses and nurses receive nursing
licenses. He went on to explain his concern.

Bruce Levi, Executive Director of North Dakota Medical Association, spoke in opposition to
SB 2148. Attached Testimony #7

Nelson Benson, ND Board of Nursing, spoke in support of SB 2148. The Board of Nursing is
the regulatory body that oversees the advance practice nurses or the nurse practitioners.

They practice within their scope of practice and that the oversight of the board makes sure that
happens.

Senator Lee asked for clarification on how it works between a nurse practitioner and a
collaborating physician. What is the Board of Nursing’s observation about this?

Mr. Benson replied that he doesn't see any issues with the collaboration agreement for the
nurse practitioners. The board doesn’t hear negative or positive responses. It works well but
the board recognizes the concerns of the nurse practitioners and probably would make their
practice smoother or less cumbersome.
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.Constance Kalanec, Executive Director of ND Board of Nursing, states that there are about
400+ nurse practitioners that have prescriptive authority. They are very attuned to what their
scopes of practice are and very concerned about keeping their certification current. At the
moment she couldn't identify an instance that was scope of practice related. Over the years
they have had disciplinary cases like any other profession and they were deait with swiftly and
appropriately. The board agrees that the collaborative agreement has become somewhat of a

formality in terms of location. She gave an example of a problem that could arise with the
collaborative agreement.

Senator Lee asked what she has observed as Director of the Board of Nursing pertaining to
any issues, one way or the other, with collaborative agreement.

Constance Kalanec stated that one of the difficult areas is the military. Another area is
distance. Some nurse practitioners have left communities because they were not able to find a
collaborative physician. She talked about the paperwork and how some of it is cumbersome.

Senator Berry asked if there is a limit on the number of nurse practitioners a physician can
collaborate with.

Constance Kalanec replied there is not.

Sharon McDonald, Family Nurse Practitioner, shared a historical perspective of this. When
he merits of giving prescriptive authority to advanced practice nurses was debated by the
legislature there was a fear that physicians would not coliaborate with them. That was why the
deal was worked out to ask for a collaborative physician. The area that is untouched right
now is that nurse practitioners collaborate with any physician that has anything to do with the
care of the patient they are taking care of. They are always collaborating.

With no further testimony the hearing on SB 2148 was ciosed
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Minutes:

Chairman J. Lee opened SB 2148, pertaining to collaborative agreement with a licensed
physician, for committee discussion.

Senator Uglem reported that he has had emails from several nurse practitioners that are
commenting on the hard time they are having finding a physician to collaborate with. The
physician does not want to be bothered. He said he feels the nurse practitioners are
qualified through the nursing board and their standards and practices are set. They should
be able to work independently, without this one requirement. They do collaborate with
doctors on a regular basis. He supports SB 2148.

Senator Gerald Uglem moved a Do Pass.

Seconded by Senator Tim Mathern.

Senator Spencer Berry voiced his opposition to SB 2148. The main reason being that it
removes the last vestige of any medical oversight over nurse practitioners. He said these
nurse practitioners will essentially be practicing medicine without oversight, officially, from

someone with a medical degree. They are midlevel providers. To him it is a patient care
iIssue that needs oversight.

Senator Judy Lee asked if he thought that particular provision was the only reason nurse
practitioners collaborate.

Senator Berry didn't think it's the only one. But he did think having the metric there
encourages the communication and will ensure it.

Senator Mathern asked who is on the board that licenses the advanced practice registered
nurses.

Discussion followed on the members of the Board of Nursing — their names and degrees.
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Senator Tim Mathern stated his decision to support the bill.

Senator Uglem realizing Senator Berry’s concern over the practice of medicine pointed out
the nurse practitioner must practice within her scope of practice. She cannot go beyond
that without discipline. He was supporting SB 2148.

Senator Berry said that the collaborative agreement does not prevent the nurse
practitioners from practicing from within their scope of practice. It works now and allows for
medical oversight. Having a form of medical oversight over the practice of medicine is
important. Removal of this agreement would allow the nurse practitioner to be practicing
medicine. They would be diagnosing, treating and prescribing, as it relates to medical
conditions.

Senator Lee replied that they are already diagnosing, treating and prescribing.

Senator Berry said they are doing it with some oversight and it is working well. It should
continue that way.

Senator Dever was undecided. He didn’t see how it is a barrier in itself. It seemed to him
like the safeguards come in three different ways: 1. scope of practice 2. institutional
requirements are in place and 3. Board of Nursing and their oversight of it.

Chairman Lee offered that the Board of Nursing has a reputation of being fussy about a
variety of things. They are very fussy about the performance of the people whom they
supervise and oversee. She felt that their scope of practice is tight; their “oversight” with
the Board of Nursing is thorough and quite demanding.

Roll call vote 4-1-0. Motion carried.

Carrier is Senator Judy Lee.
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Explanation or reason for introduction of gwilllresolution:

Relating to prescriptive practice standards for advanced practice registered nurses.

Minutes: “Attached testimony # 1.2,3,4,5.6.7.8.8,10,11,12."

Chairman Weisz: Opened the hearing on SB 2148.

Sen. J. Lee from District 13: Introduced and testified in support of the SB 2148. (See
Testimony #1)

Rep. Gary Kreidt from District 33 from New Salem: Testified in support of the SB 2148.
We in North Dakota need to better address the State Heaith care needs and also increase
the transparency and accountability of the Nurse Practitioners when prescribing medicine.
Also we need to position North Dakota to be competitively to recruit Nurse Practitioners and
use them effectively. | feel there is a need to address Critical Health Care issues in rural
facilities. | ask for your support of this SB 2148.

Sen. Joan Heckaman from District 23 in New Rockford: Testified in support of the bill. |
think all of us realize that health care in the rural areas is at a difficult stage with some of
our hospitals cutting back on some of the services, such as obstetrics. One of the things
we do count on right now in our rural areas is out Nurse Practitioners. In our rural areas |
think this is very important step forward to keep those people in our rural areas. The Nurse
Practitioners are some of the stables in our communities. They often have families that are
from the community and have gone back for extensive training to get their Nurse
Practitioners Degree. | ask for your support for SB 2148.

Sen. Gary Lee District of 22: | am in support of SB 2148. | have many years of
experience working with physicians and mid level providers including the advanced practice
nurse. No question in my mind that physicians are the best trained and most qualified to
deliver health care. There simply isn't enough physician time to be everywhere at all times.
We send people all of the time, all over to work at different facilities. So there isn't the
physician time to be at all places at all times. We need another excellent provider to make
some of those medical decisions and provide the care needed. Secondly we have a
medical system that is always burdened with costs. We simply can't afford physicians
going to all those location all those times. Thirdly and an important part of the bill starts on
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line 9, where it talks about scope of practice. The employer shapes the job description and
those prescriptive authorities within the needs and that scope of practice. Physicians in
general shape that practice working at that facility. If they move outside of that scope of
practice they are then subject to a sanctioned not only by the Board of Nursing but by the
empiloyer also, which usually is a physician. This does give protection for the employer and
for the patient. | think it is a good bill giving us an opportunity to offer better health care in
the state and would encourage your support of SB 2148.

Cal Rolfson: Represents the NDNPA . Announced the order of those testifying for the
Nurse Practitioners: Sheryl Rising, Dr. Billy Madler, Chris Todd, Gwen Wetzel and followed
by Dr Eric Thompson from Med Center One.

Cheryl Rising: Family Nurse Practitioner (FNP) and president of the ND Nurse Practitioner
Association (NDNPA) testified in support of the bill. (See Testimony #2)

Rep. Porter: On the third page of your testimony on the top you talk about direct access to
the drug monitoring program of North Dakota Board of Pharmacy. Is that a mandatory or
voluntary program for physicians right now?

Cheryl Rising: |t is voluntary for both physicians and nurse practitioners.

Dr. Billie Madler: A nurse practitioner and an educator of students in graduate nursing
programs in Bismarck. | am testifying in support of the SB 2148. (See Testimony #3)

Rep. Holman: The preparation for advanced practice nurses and Doctors, in the
prescriptive practices area, can you compare in contrast?

Dr. Billie Madler: | have not gone to medical school so | cannot give you the preparation
for Prescriptive practice. The preparation of Nurse Practitioners is confidentially based,
prescriptive and prescribing practices is taught both in box courses specifically in
pharmacology and is threaded through out the Nurse Practitioners curriculum.

Rep. Paur: You said you are not a physician. What is your Doctorate in?
Dr. Billie Madler: Doctorate of Nursing Practice

Kris Todd-Reisnour: A FNP testified in support of the bill. (See Testimony #4) (Additional
handout See handout #5)

Rep. Paur: Sen. Gary Lee said the scopes of practice by the Hospital Association and
Physicians. When you are an independent practice, who sets up your scope of practice?

Kris Todd-Reisnour: Our scope of practice is set by the Board of Nursing. Each Nurse
Practitioner writes up there scope of practice. | think what Sen. Lee was discussing was the
Credentialing Board of the Hospital. There are 2 different formats that we need to follow to
maintain safe practice. | think what you are asking is that in my clinic, what | am | allowed to
do?
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Rep. Paur: Yes basically.

Kris Todd-Reisnour: That is a clinical privileges' by the hospital. That is different than a
scope of practice. It is very confusing. There is the Scope of Practice, which is through the
Board of Nursing.

Rep. Paur: You determine that?

Kris Todd-Reisnour: Yes by my training. If | am not comfortable with, | contact my local
provider to assist me.

Rep. Paur: The scope of practice he was talking about is different?

Kris Todd-Reisnour: Yes. ltis the last page. That is the privileges' form and that allows
you to practices what the hospital designates for you to practice.

Rep. Paur: In your case you fill that out also?
Kris Todd-Reisnhour: Yes

Chairman Weisz: When you do your scope of practice, which has to be approved by the
board of nursing?

Kris Todd-Reisnour: Right.

Gwen Witzel: A Family Nurse Practitioner testified in support of the bill. (See Testimony
#6 and a map)

Dr Eric Thompson from MedCenter 1 testified for the North Dakota Nurse
Practitioners: He testified in support of the SB 2148. The future of North Dakota and
primary care are going to be a difficult setting. There are not very many physicians
available and there is a primary care shortage predicted for the nation, much less the state
itself. When | came back in 2007 | was the first physician who had left North Dakota in
Family Practice to return. Nurse Practitioners can provide good care in the rural areas as
they have done for years. They do require a supervisory component but most of the times
that become less of an issue as you get more experience with that practitioner. | had
supervised them when | formally worked with them in Utah and | have worked with a few of
them here. After you work with them for a couple of months you view a few charts and
after that, with all of the paper work you have, they become an employee model. You look
over what they have done, you get a trust relationship, you supervise and after a while
most physicians don’t even look at their charts. They just stamp them off and proceed with
their daily functions. As far as quality of care, there are certain things in place where they
do have in place a lot more pharmacology training then we are required to have to recertify
and Family Practice or in most Physician settings. We don’t have specifics in
Pharmacology but they do. We do get further education as continued medical education to
recertify and maintain their license, which they actually have a little more than we do.
There are electronic medical records that a lot of places have. As far as Drug Interactions,
there are big red flashing lights that come on and some stop caps within the practice of
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medicine that would make it easier for physicians and Practitioners to make it a safer
environment for their patients. For the future of ND and especially caring for our rural
population, it is essential we try and make this easier for our providers in those settings so
they will be able to continue to practice and quality care for those areas.

Buzz Benson: CRNA and President of the Board of Nursing testified in support of the bill.
(See Testimony #7)

Rep. Porter: Your profession as a nurse anesthetist was changed some time ago that took
some of the same collaboration away. So if you could go through a little of your
background and how your advanced practice changed.

Buzz Benson: Several years ago we were here in front of you and there was issue with
anesthesia and CNA's and Anesthesiologists with supervision. Ultimately the supervision
component was removed by the legislature. What | can tell you are the practice did not
change. We provided the same scope of practices and we have had no discipline issues.
This has been a good move.

Dr. Tracie Mallberg: (See Testimony #8) Handed in testimony.
OPPOSITION

Sen. Spencer Berry from District 27: | am a practicing medical doctor for nearly 25 years
testified in opposition of the bill. (See Testimony #9)

Dr Jeff Hofstetter program Director of UND Center for Family Medicine Recidency, an
Assistant professor of the UND School of Medicine and Health Sciences in the Dept.
of Family and community Medicine and the secretary/treasurer of the ND AFP. | was
the chief of staff at the Standing Rock HIS hospital in Fort Yates, ND: He testified in
opposition of SB 2148. First we believe this is a solution without a problem. The issue is as
close as a cell phone away. (Testimony #10)

Sen. Kilzer from District 47: Testified in opposition. It was back in 1995 that the
collaborative agreements were agreed upon after a lot of discussion, which was signed by
all parties concerned. This included the nurses who today have apparently have gone 180
degrees and now want to be freed of the shackles of the collaborative agreement. | think
that needs further investigation. The results of the fact brought up by the proponents that
there was no prescriptive problems, well | would ask you why change it, it seems to be
working. | now will go to my experiences. | have been an orthopedic surgeon for 45 years.
| have worked with nurse practitioners both in and out of state because in the last 20 years
| have done a lot of locum tenants’ work out of state. The quality of care does take a dip
when working weekends and you are working with Nurse Practitioners who are filling in for
family doctors or some other specialty. It has happened in my practice many times, that
fractures have been missed and falsely misdiagnosed causing unnecessary referrals.
Don't let anyone kid you that 2 years of post college training as a Nurse Practitioner is the
same as fully trained practice doctor, it just isn't so. This is a false impression. One of the
previous people who testified insulted me a little about years of training, internship and
residency don’t really matter that much. Nurse Practitioners have 4 years of college and 2
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or 3 years after that. A Physician has 4 years of college and then has to go through 4 years
of medical school plus one year of internship and 2 to 5 years of residency. Now they have
taken out the internship and have added a year to the residency. In my case | have had 9
years beyond college. | stiil think if you want to be a physician you should take the 3 parts
of the National Board of Medical Examination, practices them and come out the front door
of the medical school. If you want to do something else, as being a nurse, than that is
okay, train that way. I noted in earlier testimony about information in the Institutes of
Medicine and the New England Journal of Medicine. There are not too many articles in the
New England Journal of Medicine that pertain to a solo practice in North Dakota. This is a
Massachusetts publication largely out of the Harvard School. That is a little different then
what we have here. | urge you to keep up the quality of medicine we have her in North
Dakota and if you vote in favor of this there will be something in the next rung of the latter.
| urge you to vote no on SB 2148.

Duane Hodek Executive Secretary of the ND State Board of Medical Examiners:
Testified in opposition. (See Testimony #11) A note of reference is that there is more
deaths attributed to over dose than highway deaths in the state of Washington. He also
included to his testimony that if this really isn't about access and if this really isn't going to
increase the number of people and nurse practitioners in small towns and if it is such a
minimal thing, why should we get rid of it? It does contribute, from our perspective, to our
over view as to what the physicians are doing out there. There is far less concern on the
Board of Medical Examiners about a doctor who's at Sanford or a doctor who is at Med
Center or any other hospital larger institution, because their institution credentialing practice
takes care of a lot of their practices. Regardless of what we say here or the Board of
Medical Examiners says in a license, they will tell that physician exactly what she can or
cannot do. That is self regulated. We see disproportionately more problems with solo
practitioners, free standing surgical clinics or free standing clinics of any kind that does not
have that kind of credentialing support or review. If Nurse Practitioners are going to fill the
role in rural areas and have more free standing clinics, this is exactly the wrong time to do
this, because that is the area that is the hardest and biggest concern.

Rep. Damschen: Are you telling us the only problems you have with physicians and
physician’'s assistance are when they have worked with a Nurse Practitioner?

Duane Hodek: No not at all. We see a disproportionate problem with physician when they
are free standing. We see a disproportionate problem with the physicians own practice. It
is in those free standing areas not the larger institutions that have the credentialing
process.

Rep. Paur: It seems you have a lot of expertise to oversee the prescriptive enforcement of
physicians and physician's assistance. If we removed the limitation that would strictly be
under the Nursing Board. That would not be under you, is that correct?

Duane Hodek: Yes. We do not pretend to have any authority over the Nurse
Practitioners. The Nursing Board does this and does this well. But we would not be able to
look at that incident in the way we can now.



House Human Services Committee
SB 2148

March 9, 2011

Page 6

Rep. Paur: Do you have any idea of the expertise the Nursing Board has? |s it similar to
the Board of Medical Examiners? Do they have the same prescriptive oversight?

Duane Hodek: There are representatives of the Nursing Board here and they could better
answer that question.

Chairman Weisz: You stated a particular problem with opioids. With the perspective of
your Board, how do you look at addressing this problem?

Duane Hodek: We are doing a number of things. We participated in the Attorney
Generals Prescriptive Drug Summits. | go out and do education on this topic at hospitals
all the time. We have a pain specialist on board, Dr. Cologne of Minot. We are now
putting together the entire pain specialist to talk about how they will collaborate with primary
care physicians who do not have the same expertise. We don't have that really good
relationship between primary care specialists and pain management specialists. We think
that would help a lot. We also passed, as a board, a set of guidelines by the National
Federation of Medical Examiners of prescribing opioids.

Courtney Koebele Director of Advocacy for the ND Medical Association: Testified in
opposition of the bill. (See Testimony #12) (Passed out a proposed amendment see
attachment #13)

Rep. Damschen: In a testimony we heard that a person in western North Dakota could
have a collaborating physician in Wahpeton. If that was the case and a new Nurse
Practitioner started in western North Dakota and did have that collaborating physician in
Wahpeton, what value wouid that be? What would the benefits be on the treatment on
those patients in western North Dakota?

Courtney Koebele: They can speak every two months but they can speak every day or
numerous times a day. What this collaborative agreement does is allows for a relationship
so they can feel comfortable to address all the issues that arise.

Rep. Damschen: | don't know how this can happen. If the collaborated physician doesn't
know the Nurse Practitioner it is kind of hard to establish a relationship to evaluate this
person performance or abilities.

Sen. Berry: That is the point of having the ongoing relationship. If it is new there would be
more frequent conversations until they become comfortable with each other.

Rep. Damschen: It is kind of which came first, the chicken or the egg with this familiarity
with this practice.

Sen. Berry: What is important is the bilateral of that knowiedge and what makes for the
best care is the continuity.

Rep. Anderson: Is there an exchange where you can tie the nurses and doctors together
to form an agreement or how do the doctors and nurses work that out?
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. Courtney Koebele: | was trying to suggest if they would be willing to sit down and work
this out, we would aisc be willing to work with them. There is no regulatory process that |
am aware of. | am relatively new on the job that requires working it out together.

Chairman Weisz: | am taking that Rep Anderson did mean collaborative agreements.

Courtney Koebele: I'm not sure how they get their collaborative agreements.

Chairman Weisz: Closed the hearing on SB 2478.
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Committee Clerk Signature W W
U/

“No attached testimony.”

Chairman Weisz: Opened the meeting with SB 2148. There is one suggested
amendment that | am aware of. | spoke to those who want the bill would rather the bill died
than have the amendment attached to it.

Rep Devlin: | make a motion for a Do Pass on the SB 2148 without the amendment.

Rep Schmidt: Second the motion.

Do Pass Yeas 12 Nay1 Absent 0

Carrier Rep Porter
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REP. DAMSCHEN V A1
REP. DEVLIN vV A
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if the vote is on an amendment, briefly indicate intent:




Com Standing Committee Report Module ID: h_stcomrep:-45 020
March 14, 2011 4:41pm Carrier: Porter

REPORT OF STANDING COMMITTEE
SB 2148: Human Services Committee {Rep. Weisz, Chairman} recommends DO PASS
(12 YEAS, 1 NAYS, 0 ABSENT AND NOT VOTING). SB 2148 was placed on the
Fourteenth order on the calendar.
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January 18, 2011
Madam Chairman and Committee Members:

| am Cheryl Rising, Family Nurse Practitioner (FNP), and president of the
North Dakota Nurse Practitioner Association (NDNPA). | practice in Bismarck, ND.
| am here to testify in support of Senate Bill 2148. This bill would eliminate the
formality for the North Dakota Board of Nursing (NDBON) to have a physician
signed affidavit on file for individual Advanced Practice Registered Nurses (APRNs)
to write prescriptions. APRNs in the state of ND have a Masters Degree or
Doctorate and are nationally certified. By the year 2015 nurse practitioners will

be Doctorate prepared.

There are 4 categories of APRNs-Nurse Practitioners (NPs), Certified Nurse
Midwifes, Clinical Nurse Specialists (CNSs), and Certified Registered Nurse
Anesthetists (CRNA). There are 430 NPs in the state of ND. The database queried
showed 4 NPs were self employed and the other 426 were associated with a

health care organization.



In 1992, 19 years ago, the law requiring a physician signed affidavit to be on
file was enacted and the NPs were authorized to write prescriptions. Having a
signed affidavit is a formality and does not affect quality of care for our patients.
Like all health care professionals, NPs consult with the appropriate health care

professional as the patient needs dictate.

The Prescriptive Authority Committee of ND has not identified any issues
regarding the prescribing practices of NPs. The Prescriptive Authority Committee
consists of ljepresentatives of the NDBON, ND Board of Medical Examiners, and

the ND Board of Pharmacy. Please find attached the minutes and information

from the NDBON.

Eliminating the need for a signature would facilitate NPs to serve as part of
the solution for improving access to healthcare for citizens of ND. An example of
this will be given by one of‘my colleague’s testimony. The NPs will continue to
practice within their scope of practice which will not change. NPs scope of
practice will continue to be on file at the BON. NPs will continue to consult and

collaborate with all health care providers appro'priate to their patients care.

This Bill will provide legislation and regulation that is consistent with other
western rural states and the National Council of State Boards of Nursing. Please
see the attached map, showing 14 typically rural states that have previously

removed this barrier.

Advanced Practice Registered Nurses will continue to maintain their own

Drug Enforcement Agency registration as in the past.

. | ask for you support of Senate Bill 2148.



i

Cheryl Rising, RN, MS, FNP
President of the NDNPA

Email cdrising@earthlink.net, phone number 701-527-2583

Website for NDNPA is www.ndnpa.org
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TO: ND Nurse Practitioners Association
From: Constance B. Kalanek PhD, RN
Executive Director
Date: November 24, 2010
RE: Summary of Prescriptive Authority Meetings for 2007-2010

A meeting of the North Dakota Board of Nursing’s Prescriptive Authority Committee has
“occurred annually according to NDCC 43-12.1 -18. Nursing practice standards. The agenda for
the meetings includes the review of all applicants for prescriptive authority in the past year. In
the past 10 years or more, the committee has met as required and reviewed the applicants
approved in the previous year. The committee has not identified any issues with the NDBON
review of the approved applicants. I have attached the 2010-2011 membership list and the

.minutes for the past three years. _ )
Q
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. PRESCRIPTIVE AUTHORITY COMMITTEE
MINUTES
January 21, 2009

Present: Board of Nursing members: Dan Rustvang, RN Board Member and Chair:Howard
S Anderson, Executive Director ND Board of Pharmacy; Duane Houdek, Executive
Secretary NDBOME;; Board Staff Constance Kalanek Ph.D., RN Executive Director.
Guests: Brian Bergeson, Attorney at Law, Special Assistant Attorney General NDBON:
Absent: Gordon Leingang DO, BOME; Rick Detwiller, RPH, Board of Pharmacy
Call to Order: The meeting was called to order by Benscn at 5:05 p.m. Introductions were made.

Minutes: The minutes from the January 16, 2008 meeting were approved by consensus.

Review of APRNs Granted Prescriptive Authority in 2008. Three-eight APRNs were granted
prescriptive authority. All applicants met the requirements for prescriptive authority.
Discussion ensued. :

ND Prescription Drug Monitoring Program - Mr. Andersen provided an update of the ND Prescription
Drug Monitoring Program. The program has granted the authority to access the system to
additional providers and their surrogates. Mr. Houdek and Dr. Kalanek reported that we
have received very positive comments on the program. Mr. Anderson reminded the
committee that this program is grant funded and its continuation may be dependent upon
receipt of ongoing funds from other sources. Mr. Anderson discussed other options for
funding. The next meeting will be the third week of March 2008. At this point in time, the
NDBON and NDBOME will not be granted access.

g{, Next Meeting: Annually.
\ Adjournment:  The meeting adjourned at approximately 5:30 p.m.

Minutes Prepared by: Constance B. Kalanek PhD, RN

@
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Present:

Absent:

‘PRESCRIPTIVE AUTHORITY COMMITTEE
MINUTES
January 16, 2008

Board of Nursing members: Buzz Benson RN Board Member and Chair; Patricia Dardis,
RN, Family Nurse Practitioner & Clinical Nurse Specialist, BON; Gordon Leingang DO,
BOME; Duane Houdek, Executive Secretary NDBOME; Rick Detwiller, RPH, Board of
Pharmacy, Board Staft Ccnstance Kalanek Ph.D., RN Executive Direclor.

Guests: Brian Bergeson, Attorney at Law, Spec:lal Assistant Attorney General NDBON,;
Dave Peske, NDMA.

Howard Anderson, Executive Director ND Board of Pharmacy;

Call to Order: The meeting was called to order by Benson at 5:05 p.m. Introductions were made.

Minutes:

The minutes from the January 17, 2007 meeting were approved by consensus.

Review of APRNs Granted Prescriptive Authority in 2007. Three-three APRNs were granted Rx

authority. All applicants met the requirements for prescriptive authority. Discussion
ensued. Ms. Dardis requested the review for the focus of care be more specific in the
future. Mr. Peske asked about nonrenewal for the APRNs.

Note: The Board does not track specific individuals who do not renew. The aggregate of
approximately 700 nurses do not renew annually and approximately 25 are APRNSs.

Dr. Leingang also asked about the number of APRN Collaborative Agreements a
physician can have with APRNSs. The rules do not prescribe a specific number but rather
lsave it to the discretion of the physician, APRN and facility.

ND Prescription Drug Manitoring Program — Rick Detwiller Mr. Detwiller provided an overview of the

ND Prescription Drug Monitoring Program. The program is up and running and utilize an
electronic monitoring system to facilitate the transmission and collection of data regarding
all controlled substances dispensed to patients in ND and to analyze data and report on
the prescribing, dispensing, and use of controlled substances. The system tracks
controlled substances and Soma and Tramadol. Approximately 30 states are utilizing a
similar system. A news release was sent by Pat Churchill to NDMA which could be usefu
for newsletters to keep physicians and APRNs informed. Mr. Detwiller reminded the
committee that this program is grant funded and its continuation may be dependent upon
receipt of ongoing funds from other sources. It was aiso suggested that the form used to
obtain information from the system be placed on appropriate websites.

Other business: Mr. Peske asked about the use of tamper resistant prescription pads by practitioners. He
indicated the use of this type of pad would become a requirement in April 08. Discussion ensued.

Next Meeting: Annually.

Adjournment;

The meeting adjourned at approximately 5:456 p.m.

Minutes Prepared by:  Constance B. Kalanek PhD, RN

Rx Auth Comm 11/24/2010

~
%,



. PRESCRIPTIVE AUTHORITY COMMITTEE
MINUTES
March 11, 2010
Present: Board of Nursing members: Dan Rustvang, RN Board Member and Chair, Howard
(e Anderson, Executive Director ND Board of Pharmacy; Duane Houdek, Executive

Secretary NDBOME; Rick Detwiller, RPH, Board of Pharmacy; Board Staff Constance
Kalanek Ph.D., RN Executive Director,

Guests; Brian Bergeson, Attorney at Law, Special Assistant Attorney General NDBON;

Absent: Excused: Gordon Leingang DO, BOME;

Call to Order. The meeting was cailed to order by Rustvang at 5:10 p.-m. Introductions were made.

Minutes: The minutes from the January 21, 2010 meeting were approved by consensus,

Review of APRNs Granted Prescriptive Authority in 2009. Forty-four APRNs were granted prescriptive
authority. All applicants met the requirements for prescriptive authority. Discussion
ensued. The current list of Collaborative Physicians and 400 Nurse Practitioners was
also reviewed. :

ND Prescription Drug Monitoring Program - Mr. Anderson provided an update of the ND Prescription
Drug Monitoring Program. The program is working well and utilized by prescriber. Mr.
Anderson indicated to the committee that the grant funding has been expended and the

NDBOF and UND Center for Rural Health has continued to support it. The next meeting
will be the March 25, 2010. -

Next Meeting: Annually.
djournment:  The meeting adjourned at approximately 5:45 p.m.

Minutes Prepared by: Constance B. Kalanek PhD, RN

@
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NORTH DAKOTA BOARD OF NURSING
2010-2011 PRESCRIPTIVE AUTHORITY COMMITTEE

BOARD OF NURSING

Daniel Rustvang APRN, NP

3324 Primrose Court

Grand Forks, ND 58201

Email: drustvang@altru.org; Telephone- 701-780-6941

Nelson (Buzz) Benson, RN

215 Laredo Dr

Bismarck, ND 58504-7210

Email: bbensond42(@bis.midco.net. Telephone- 222-2973(H); 323-6262(W)

Constance Kalanek PhD, RN,

Executive Director

919 So 7" Street, Suite 504,

Bismarck, ND 58504

Email: ckalanek@ndbon.org; Telephone —328-9781

BOARD OF MEDICAI: EXAMINERS

Kent Martin, MD .

2507 Henry St

Bismarck, ND 58503

Email- Telephone - 323-8654

Duane Houdek

State Board of Medical Examiners

418 E. Broadway, Suite 12 .
Bismarck, ND 58501 Telephone: 328-6500
E-mail: dhoudek.ndbme(@midconetwork.com

BOARD OF PHARMACY

Rick L. Detwiller, R.Ph.
1900 Harbor Drive
Bismarck, ND 58504-0956

rdetwiller@primecare.org Business Phone 701-530-6886
Cell 701-226-3820



v

Alternate
o Bonnie Thom, R.Ph
B>~ Member

5372N. 15" Ave
Granville, ND 58741
Email: velvadrug@srt.com; Telephone: 701-626-1639; 701-338-2911.

Howard Anderson, Jr., R.Ph.

Executive Director

ND State Board of Pharmacy

P.O. Box 1354

Bismarck, ND 58502-1354 Telephone: 328-9535
ndboph(@btinet.net

COURTESY MAILING:

Becky Graner RN Bruce Levi

ND Nurses Association ND Medical Association
531 Airport Road PO Box 1198,
Bismarck, ND 58504 Bismarck, ND 58502-1198
Becky@ndna.org blevi@ndmed.com
223-1385 223-9475

"71
1 <:¢.”




COLLABORATION/SUPERVISORY LANGUAGE IN STATE

. . PRACTICE ACTS & REGULATIONS FOR NURSE PRACTITIONERS £
d : J

Plenary Authority (No Physician Relationship Required)

[} Collaboration with Physician
General Supervision/Delegation by Physician

*  Special Conditions

+ Pending
. Source: State Nurse State Practice Acts
And Administration Rules, 2008 ip

©American Academy of Nurse Practitioners, 2009

The American Academy of Nurse Practitioners is the largest full service Nurse Practitivner organization representing the 125,000 Nurse Practitioners in all Specialties

Update: Oct 23, 2009
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Madam Chairperson Lee and Committee Members:

My name is Dr. Billie Madler. | am a nurse practitioner in Bismarck and an

educator of students in graduate nursing programs. | am here to testify in

support of SB 2148.

Today | would like to share with you a summary of three important
national publications pertinent to the objective of this bill. Links to each of
these sources is provided at the conclusion of this testimony. | have also

attached copies for your each reference.

First, in January of 2010 the Josiah Macy Jr. Foundation {which is a
private philanthropy dedicated to improving the heaith of individuals and the public by

advancing the education and training of health professionals] convened a
. multidisciplinary conference to address the complex issues concerning who

L) will provide primary care. Participants included nurses and physicians from



. diverse geographic areas throughout the United States and various sectors
affected by the challenges related to primary care. Their conversations
pivoted around our country’s work to enhance quality, access, and
reliability of health dare, while working to make health care available for
several million who are under or non-insured and sustain efforts to improve
our population heaith. The group documented that in order to accomplish
our goals we need to enlarge and strengthen our primary care sectors.
Then, the group drew attention to the decreasing number of physicians
choosing primary care. They recognized nurse practitioners have proven {o
be effective primary caré providers, but are quoted saying “regulatory and

. reimbursement policy barriers often prevent efficient and effective use of Q"”h

their services’.

A second national publication, recently released on October 5" 2010
titled the “Future of Nursing” was the result of a 2 year initiative launched
by the Robert Wood Johnsoh Foundation and the Institute of Medicine
(IOM). [The IOM was established in 1970 under the charter of the National Academy

of Sciences to provide independent, objective, evidence-based advice to policy makers,

health professionals, the private sector, and the public.] The committee working on
this initiative was charged with producing a report that contained

. recommendations “for an action-oriented blueprint for the future of nursing, @ |



including changes in public and institutional policies at the national, state,
and focal levels”. One key message of this report is closely related to the

goals of the Bill | am asking you to support today.

These experts recommended nurses practice to the full extent of their
education and training. Currently, licensing and practice rules differ from
state to state, which results in a varying effect on advanced practice
registered nurses across the country. For example, several states currently
allow advanced practice registered nurses to do what we are asking with
this Bill. The IOM committee offered recommendations to a variety of
stakeholders including state legislators. They recommend that you, as
state legislaiors, reform the scope of practice regulations to conform to the
National Council of State Boards of Nursing Model Nursing Practice Act
and Model Nursing Administrative Rules. Also, the report recommends the
Federal Trade Commission and the Antitrust Division of the Department of
Justice review existing and proposed state regulations concerning APRNs
to identify those that have anticompetitive effects without contributing to the
health and safety of the public. This group urges states with restrictive
regulations to change their laws to allow APRNSs to provide care to patients
in all circumstances in which they are qualified to provide care. These are

only two of many recommendations made.



Who Will Provide
Primary Care
and How Will
They Be Trained?

In January 2010 the Josiah Macy, Jr. Foundation
convened a conference ro address complex issues
concerning who will provide primary care and how
they will be trained. Participants developed the set
of conclusions and recommendations found in this
Executive Summary.

A more detailed account of the proceedings, along
with the background papers, will be included
in a monograph to be published by the Macy

Foundation in the next few months,

The Urgency for Change

Abundant evidence shows that healthcare systems with

a strong primary care component provide high-qualiry,
accessible, and efficient care. People want primary care
providers with whom they can have ongoing relationships.
They want to know that when they need help, they

have access to someone with knowledge of their health
problems and their individual characreristics.

Despite evidence supporting these facts, the healthcare
system in the United States has not developed or valued
a strong primary care sector, though there are excellent
examples of primary care 10 be found in many regions.
The lack of a strong primary care infrastructure across the
nation has had significant consequences for access, quality,
continuity, and cost of care in this country. It also has
had consequences for our health profession educarional
enterprise and the healthcare workforce, resulting in
numbers and geographic distributions of primary care
providers that are insufficient to meer current or
projected needs.

Regardless of the outcome of current health reform efforts,
the country will continue to innovare in attemprs to
provide access to care to severa! million addirional people
and simultaneously improve the health of populations,
enhance the patient experience of care (including qualiry,

access, and reliability), and reduce, or ar least control,

the per capita cost of care. We are facing an economic

situation in which the current rate of rise of medical cost @
is unsustainable, and this situation is exacerbated by an -
aging population with higher care needs and expectations.

These events have created a climate in which it is necessary

and appropriate to question the models of care and health
professions education on which we have relied.

If we are going to fulfill our nation’s promise to the
public, and if we are going to produce the healthcare
workforce required to accomplish our goals, we will need
to enlarge and strengthen the primary care sector of the
health system. There is great risk thar if we do nor do

s0, a significant portion of the population will continue
to be without access to high-quality and efficient care,
and healthcare costs will continue to escalate with dire
consequences for the economies of individuals and the
nation. Because of the magnitude of these problems and
the current attempts to reform healthcare, there is great
urgency in addressing these issues. These issues have
registered in the public and professional consciousness

in a way that suggests that unprecedented change is
possible. The goal of this change is to produce “betrer
health, better care, lower cost.” Failure to act now could
put the health of our communities and the cconomy of
the country in jeopardy. o

Josiafi Macy, Ji. Foundation | 44 East 84th Street, New York, MY 10085 Pwrsemacyiouncation.org



In January 2010, the Josiah Macy, Jr. Foundation
convened a conference entitled “Who Will Provide
Primary Care and How Will They Be Trained?”
Held at the Washington Duke Inn in Durham,
North Carolina, the conference was co-chaired by
Linda Cronenwett, Ph.D., R.N., FAAN, Professor
and Dean Emeritus, School of Nursing, Universiry
of North Carolina at Chapel Hill and Victor J.
Dzau, M.D., James B. Duke Professor of Medicine,
Chancellor for Health Affairs of Duke University
and Chief Executive Officer of the Duke Universiry
Health System. Arrending this important meeting
were 49 patricipants, carefully chosen to represent a
diversity of views on primary care, including experts
from all professional groups who provide primary
care (alloparhic and osteoparhic physicians, nurse
practitioners, and physician assistants} and experts
from the various sectors affected by the challenges
related to primary care (consumers, academia, pracrice,
science, journalism, government, healthcare policy,
payors, and foundations).

Participants arrived in Durham well prepared

to discuss the background papers (included in a
forthcoming monograph). For each session topic,

the list of people contriburing insights was impressive.
Many conversations continued well into the evenings.
Perhaps the most noteworthy observation was the
encouraging consensus that emerged among leaders
from different parts of the healthcare system—a
general agreement abour what needs to be done; 2
willingness to come rogether to accomplish goals that
will benefit patients, families, communities, and health
professionals; and a sense of urgency to bring about
major changes that will strengthen primary care in
our country.

We began our discussions with a review of the history
of primary care and our relative lack of investment

in population health (included in the definitions of
primary healthcare in most of the rest of the world).
When Abraham Flexner put medical education on

a scientific footing with his 1910 report, medical
education as we know it was created. Medical schools
were associated with large teaching hospirals, and
highly knowledgeable specialists directed departments
organized around organ systems. When the National
Institutes of Health were formed, these faculties
focused on the creation of yer more specialized
knowledge. Healthcare payment structures responded
to the technologies and science of these specialists,
resulting in the healthcare practices we invest in
today. As specialty medicine grew in prestige and

reimbursement, gcncral internal medicine, general
pediatrics, and the more recent specialty of family
medicine took a lower place in the hicrarchy, reaching
the point today in which a medical student who

- chooses a primary care specialty does so with the

knowledge that he or she is leaving substantial dollars
of lifetime income on the table.

During this same period, and often in response

to shortages of primary care allopathic physicians,

the numbers of osteopathic physicians, primary

care advanced practice nurses (nurse midwives and
nurse practitioners), and physician assistants grew.
Each group was trained inidally within disciplinary
silos, with an emphasis on primary care. Gradually,
options for specialist careers in medicine emerged

for osteopathic physicians, and the percentage of
osteopathic graduates choosing primary care careers
diminished. Physician assistants tend to practice where
physicians practice. For the most part, therefore, the
number of physician assistants in primary care has
diminished in accordance with physician practice
parterns. Nurse practitioners proved effective in
primary care roles, but regulatory and reimbursement
policy barriers often prevented efficient and effective
use of their services. In many states, such barriers
exist to this day.

Meeting participants were enthusiastic abour many
innovations in primary care today— experiments

that use teams of primary care providers; electronic
health records and other technologies; and other
health professionals in systems of care thar meet
patient and community needs. But they recognized
that these environments were relatively few and far
between. Early in our discussions, it became clear rthat
participants believed it would be difficult to alter the
downward trajectory of recruitment and retention

of primary care physicians, in particular, without
significant reforms in reimbursement and care delivery
models. Also important is training the next generation
of primary care providers within these innovative
primary care practice settings, both within and beyond
academic health centers. Participants were unanimous
in cheir views thar trainees need exposure to effective
teams, working within systems thart are designed o
meet the needs of patients and communities, in order
to learn about working in a team-based environment
and to appreciate the rich rewards associated with
primary care careers.

To ensure these learning environments across
the nation, some type of payment reform that



Participants were unanimous in their views that trainees need exposure
io effective teams, working within systems that are designed to meet

the needs of patients and communities, in order to learn about working i

in a team-based environment and to appreciate the rich rewards

associated with primary care careers.

provides incentives for investment in primary care
infrastructures, technologies, and salaries is essential.
Frequently, primary care providers are expected 1o
develop the technological and personnel infrastructures
necessary to meet the holistic needs of their patients
and communities ourt of their practice incomes.

Participants emphasized repeatedly thart a call for
greater investment in primary care was not a call for
a grearer expense in healthcare overall. In numerous
studies, the benefits of investments in primary care
are clear—overall healthcare costs per capita decline.
Without reformed payment structutes, however, the
frustrations of not being able to meet all expectations
become overwhelming, and the inevitable result is

a decline in numbers of people choosing primary
care careers. The bottom line is this: unless trainees
from a{/ provider groups witness care being delivered
by effective and efficient teams of primary care
professionals who have the infrastructures to enable
patients, families, and communities to achieve goals
for individual and population health, the country
will produce fewer and fewer primary care providers
and will be unlikely to achieve its goals of reducing
overall costs of care while improving healthcare
quality and access.

Within this context, participants struggled with
whether or not they could address the issues associated
with what is referred to broadly as primary healthcare.
There was a strong desire to address the broader

needs of populations—needs that affect health

but derive from a community’s access, not only to
healthcare, but to systems designed to support other
public health, social, and educarional needs. The
participants considered the possibilities of new forms
of primary care, through which sociery might hold
healthcare systems accountable for both individual
and population health goals. However, in order to
have recommendations of substance that could change
outcomes in the foreseeable future, participants
decided to focus on the central questions posed to
them at the start of the conference: namely, who

should deliver primary care and how should the
primary care practitioners of the furure be trained?

As co-chairs, we were gratified to achieve a remarkable
consensus on many issues of substance related to

these questions, particularly the idea that 4/ health
professionals need rraining thart ensures they have the
skills to lead and work effectively in teams, to represent
the interests of the public in ensuring a strong
primary care infrastructure, and to expect, within
their careers, to assume their share of accountability
for continuously improving access to care, care
coordination, costs of care, and qualiry of ourcomes
related to individual and population health. Health
professionals need 10 develop artitudes that welcome
parients as partners in care, moving beyond the currens
model of intermittent, facility-based contacts. And
they need experience with the use of new tools, such
as informartion technology; online moniroring and
assessment; and supports for self care, home-based
care, and virtual tele-health interactions, all of which
will be part of primary care in the future. These
overarching themes led directly to recommendations
designed to improve the training of all primary

care providers.

0

We left the conference inspired by the passion

and commitment of the participants and with

the development of a consensus that would move

us toward a preferred future—a future in which

our society’s needs for primary care would be met
effectively. It is our distinct privilege to have co-chaired
this important meeting and to share with you the
conference conclusions and recommendations.



Conclusions and Recommendations

CONCLUSION |

In order to meer societal needs for primary care and
train the right primary care professionals in the right
numbers with the right competencies for the most
appropriate roles, healthcare systems need incentives
to dramatically change the way primary care is valued,
delivered, and integrated in evolving healthcare systems.
We will not attract and retain sufficient numbers nor
achieve the needed geographic distribution of primary
care providers unless there is a greater proportional
investment in primary care. Our students and trainees
must be educated throughout their clinical training

in practices that deliver first-contact, comprehensive,
integrated, coordinated, high-quality, and affordabie
care. These practices require teams of professionals
who give care thar elicits patient and provider
satisfaction under conditions of clearly defined

roles, effective teamwork, patient engagement, and
transparency of outcomes.

Recommendation 1

Create financial and other incentives for the
development of innovative models of primary care and
the advancement of knowledge about outcomes that
allow us to identify best practices in the achievement
of high-value primary care. Strategies may include the
following:

* A competitive process for the establishment of
Centers of Excellence in Primary Care

* Mechanisms that analyze and better define the roles
of various health professionals in best- practice, high-
value primary care models

* Development and-improvement of national metrics
for assessment of patient and population health

*  Mechanisms for the diffusion of knowledge about
best practices, such as the proposed Primary Care
Extension Program.

Recommendation 2

Coupled with efforts to increase the number of
physicians, nurse practitioners, and physician assistants
in primary care, state and national legal, regularory, and
reimbursement policies should be changed to remove

barriers that make it difficulr for nutse practitioners and
physician assistants to serve as primary care providers
and leaders of partient-centered medical homes or

other models of primary care delivery. All primary care
providers should be held accountable for the qualiry and

efficiency of care as measured by patient outcomes.
Recommenaation 3

Promote stronger ties between academic health centers
and other primary care sites and the communities they
serve, setting goals and standards for accountabilicy for
primary prevention as well as individual and population
heaith. All health systems, including the primary care
practices embedded within them, should be accounrable
for quality and cost outcomes through well-tested,
nationally recognized metrics that address the needs

of populations and individuals, with data that are
transparent and that can be used for the continuous
improvement of madels of care.

Recommendation 4

Invest in primary care health information technologies
that support data sharing, quality improvement,
patient engagement, and clinical care, wich the aim of
continuously improving the health and productivity of
individuals and populations.

Recommendation b

Recognizing that current payment systems create
incentives for underinvesting in primary care

services, implement all-payor payment reforms that
more appropriately recognize the value contributed
by primary care through such mechanisms as

global payments linked to patient complexicy and
accountability for the provision of healthcare services,
including preventive services, care coordination across
settings, chronic disease management, and 24/7
accessibility. Improved costs and quality of health
outcomes for patients and populations should be
rewarded. In addition, implement legislation that

will standardize insurance reimbursement reporting
requirements to reduce administrative costs inherent in
a multi-payor system.
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In addition to the critical challenges outlined above in
the organization and financing of healthcare, current
health professional educational models are generally
inadequate to attract, nurture, and train the primary
care workforce of the future.

Recommendation 1

Creare incentives for innovative projects in health
professions education, enlisting funding partners from
government, industry, philanthropy, and payors in order
to develop models of excellent, high-performing, and
advanced interprofessional primary care.

Academic health centers, working with teaching
community health centers, area health education centers
{AHECs), and other training sites are the logical entities
to advance such innovations, Strategies could include
the development of Primary Care Translational Centers
of Excellence that would perform primary care research
and evaluation and provide team-based educarion, with
emphasis on the study of new models of primary care
and health delivery transformation,

Recormmmendation 2

Medical schools, nursing schools, and other schools
for the health professions, which hold the societal
responsibility for the education of health professionals,
have an opportunity and obligation to increase the size
and scrength of the primary care workforce. Leaders of
health professional schools should implement actions
known to increase the number of students and trainees
choosing careers in primary care. These actions include
the following:

* Establishing programs to prepare and attract a more
socioeconomically, racially, and geographically
diverse student body

* Revising admission standards to include more
emphasis on social science and humanities and the
personal qualities of applicants

* Implementing and expanding scholarship and loan
repayment programs in partnership with health
systemns, governmental agencies, and communities
for those pursuing careers in primary care

* Promoting early exposure to primary care practices
for all students

*  Creating longitudinal immersion clinical experiences
in community primary care settings

b, = - ———

* Implementing special primary care tracks for
students and trainees.

» Establishing and strengthening departments of ,
family medicine within schools of medicine. 6

Recommendation 3

Interprofessional education should be a required and
supported part of all health professional education.
This change is especially important for primary care.
Regulatory, accreditation, reimbursement, and other
barriers that limit members of the healtheare team from
learning or working together should be eliminated.

Recommendation 4

The Department of Health and Human Services,
through its appropriate agencies and divisions,

should be granted additional funding 10 support
interprofessional training, preparation of the primary
care workforce, and leadership development programs
to produce clinicians to take the lead in new models of
primary care. Strategies to accomplish these goals could
include the following:

* Expansion of Title VII and Title VIII funding and
authority to jointly fund interprofessional programs

* Expansion of Title VII and Title VIII funding @L/}
to address faculty shortage and educational
underinvestment in the development of faculty for
primary care

* Increase in AHEC funding to expand its pipeline
programs in primary care and to provide
community-based, interprofessional educational
experiences for all primary care health professions
students

* Resumption of the Primary Care Health Policy
Fellowship and creation of new programs to prepare
clinician-leaders for new models of practice

* Provision of adequate scholarships and loan
repayment programs to provide clinicians to
underserved areas and to improve diversity

* Expansion and direction of funding for graduate
medical, nursing, and physician assistant educational
programs (Medicare Graduate Medical Fducation
funding, Tide VII, Ticde VIID) to support trainees
and training infrastructure costs in ambulatory
sertings, including teaching community health
centers, AHECs, academic outpatient clinics, and
other community-based programs. ®

o



CONCLUSION 1

Recognizing that the healthcare system is dynamic and
will continue to evolve, strong leadership will be needed
to advance the science, teaching, practice, and policy
development relevant o primary care.

Recommendation 1

Develop leaders with a focus on advancing the curricula
and learning opportunities for preparing competent
primary care clinicians, scientists, and policymakers of
the future.

Medical, nursing, and other health profession school
faculties should form partnerships with educators
from other disciplines, such as business and law, w0
develop novel educational opportunities for advancing
primary care leadership, research, policy, and advocacy.
As a routine part of their education, primary care
students should be exposed to mentored opportunities
to participate in healthcare improvement and policy
development and to function within interprofessional
and interdisciplinary leadership teams.

Recommendation 2

Support the further development of science and the
scientific leadership necessary to advance the translation
of best practices into primary care delivery for the
improvement of patient and communicy health.
Initiatives could include the following;

* Funding career development for scientists thar can
create improved national metrics for assessment of

individual and population health

* Providing targered funding through Clinical
Translational Science Awards, National Research
Service Awards, and Health Research Services
Awards for scientists focused on primary care

* Developing a national healtheare workforce analysis
and policy capability for ensuring an adequate and
well-prepared primary care workforce over time.

Recommendation 3

Recognize the need to include representatives of all
primary care providers in the leadership of delivery
systems and in groups that are responsible for
developing healthcare policies at the stare and
federal level.
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The Future of Nursing
Leading Change,
Advancing Health

With more than 3 million members, the nursing profession is the largest
segment of the nation’s health care workforce. Working on the front lines of
patient care, nurses can play a vital role in helping realize the objectives set
orth in the 2010 Affordable Care Act, legislation that represents the broadest
health care overhaul since the 1965 creation of the Medicare and Medicaid
programs. A number of barriers prevent nurses from being able to respond
effectively to rapidly changing health care settings and an evolving health care
system. These barriers need to be overcome to ensure that nurses are well-
positioned to lead change and advance health.

In 2008, The Robert Wood Johnson Foundation (RWJF) and the Institute
of Medicine (10M) launched a two-year initiative to respond to the need to
assess and transform the nursing profession. The IOM appointed the Com-
mittee on the RWJF Initiative on the Future of Nursing, at the I0OM, with
the purpose of producing a report that would make recommendations for an
action-oriented blueprint for the future of nursing,

Nurses practice in many settings, including hospitals, schools, homes,
retail health clinics, long-term care facilities, battlefields, and community and
public health centers. They have varying levels of education and competen-
cies—from licensed practical nurses, who greatly contribute to direct patient
care in nursing homes, to nurse scientists, who research and evaluate more
effective ways of caring for patients and promoting health. The committee
considered nurses across roles, settings, and education levels in its effort to
enviston the future of the profession. Through its deliberations, the committee
developed four key messages that structure the recommendations presented
this report:
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A number of barriers prevent
nurses from being able to respond
effectively to rapidly changing
health care settings and an
evolving health care system. These
barriers need to be overcome to
ensure that nurses are well-
positioned to lead change and
advance heatth.
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accurate predictions of workforce needs, and coor-  _
dination of the collection of data on the health care ‘
workforce at the state and regional levels. All data
collected must be timely and publicly accessible.

Conclusion

The United States has the opportunity to trans-
form its health care system, and nurses can and
should play a fundamental role in this transforma-
tion. However, the power to improve the current
regulatory, business, and organizational condi-
tions does not rest solely with nurses; government,
businesses, health care organizations, professional
associations, and the insurance industry all must
play a role.

The recommendations presented in this report
are directed to individual policy makers; national,
state, and local government leaders; payers; and
health care researchers, executives, and profes-
sionals—including nurses and others—as well as to
larger groups such as licensing bodies, educational
institutions, philanthropic organizations, and con- (‘.
sumer advocacy organizations. Working together,
these many diverse parties can help ensure that
the health care system provides seamless, afford-
able, quality care that is accessible to all and leads
to improved health, &
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Broadening the Scope of Nursing Practice
Julie A. Fairman, Ph.D., R.N., John W. Rowe, M.D., Susan Hassmiller, Ph.D., R.N., and Donna E. Shalala, Ph.D.

”jl:“he Affordable Care Act promises to add 32 mil-
lion Americans to the rolls of the insured at a

time when there is a shortage of primary care pro-

viders.

phase of reform must slow the
growth of health care costs and
improve value through payment
reforms, including bundling of
payments and payments for epi-
sodes of care. Some savings will
derive from implementation of in-
novative models of care, such as
accountable care organizations,
medical homes, transitional care,
and community-based care. We
believe that if we are to bridge
the gap in primary care and es-
tablish new approaches to care
delivery, all health care provid-
ers must be permitted to practice

Comment on | to the fullest extent of
thisarticleat | their knowledge and
NEM.org 1 competence. This will

There is broad consensus that the next

require establishing 2 standard-
ized and broadened scope of
practice for advanced-practice
registered nurses — in particu-
lar, nurse practitioners — for all
states.

Nurses’ role in primary care
has recently received substantial
scrutiny, as demand for primary
care has increased and nurse prac-
titioners have gained traction with
the public. Evidence from many
studies indicates that primary
care services, such as wellness
and prevention services, diagnosis
and management of many com-
mon uncomplicated acute iliness-
es, and management of chronic
diseases such as diabetes can be

10.1056/NEJMpPLO1212]  NEJM.ORG

The New England Journal of Medicine
Downloaded from nejm.org on December 16, 2010, For persenal use only. No other uses without permission.
From the NEIM Archive. Copyright (c) 2010 Massachusetts Medical Society. All rights reserved,

provided by nurse practitioners
at least as safely and effectively
as by physicians.* After reviewing
the issue, an Institute of Medicine
(IOM) panel recently reiterared
this conclusion and called for ex-
pansion of nurses’ scope of prac-
tice in primary care.?

Some physicians’ organizations
argue that physicians’ longer,
more intensive training means
that nurse practitioners cannot
deliver primary care services that
are as high-quality or safe as
those of physicians. But physi-
cians’ additjonal training has not
been shown to result in 2 mea-
surable difference from that of
nurse practitioners in the quality
of basic primary care services.l?
We are not arguing that nurse
practitioners are substitutes for
these physicians, but rather that
we should consider how primary
care services can be more effec-
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BROADENING THE SCOPE OF NURSING PRACTICE

b

Alaska Hawaii $

Requirements for Practice

Connecticut
New Jersey

Delaware

None
[ Collaborative agreement required to prescribe

and prescribe

Collaborative agreement required to diagnose, treat,

1 No requirements after one-time signed, articulated plan

|} Required consultation for Schedule 1! and 111 controlled substances only

[0 Nurse practitioner signs one-page collaboration form; no physician
signature required

Scope-of-Practice Regulations for Nurse Practitioners, According to State.

Data are from the AARP {http://championnursing.org/aprnmap).

tively provided to more people
with the use of the full primary
care workforce.

The critical factors limiting
nurse practitioners’ capacity to
practice to the full extent of their
education, training, and compe-
tence are state-based regulatory
barriers. States vary in terms of
what they allow nurse practition-
ers to do, and this variance ap-
pears not to be correlated with
performance on any measure of
quality or safety. There are no
data to suggest that nurse prac-
titioners in states that impose
greater restrictions on their prac-

tice provide safer and better care
than those in less restrictive
states or that the role of physi-
cians in less restrictive states has
changed or deteriorated.

There is variation in several
aspects of practice, including re-
quirements for prescribing privi-
leges, oversight and chart reviews,
and the maximum “collabora-
tion ratios” for nurse practition-
ers working with physicians. In
some states, NUrses cannot cer-
tify home health care visits or
stays in skilled nursing facilities
or hospice, order durable equip-
ment, admit patients to hospitals

10.1056;’N EJMp1012121 NEJM.ORG

The New England Journal of Medicine
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without a physician’s supervision
or collaborative agreements, or
prescribe medications without
physician oversight. Nurses tend
to move from more restrictive to
less restrictive states, and from
primary to specialist care, with
a resulting loss of access to care
for patients. Credentialing and
payment are also linked to state
regulations: more restrictive states
are less likely than those allow-
ing independent practice to cre-
dential nurse practitioners as pri-
mary care providers.??

Sixteen states plus the Dis-
trict of Columbia have already



d

PERSPECTIVE

liberalized and standardized their
scope-of-practice regulations and
allow nurse practitioners to prac-
tice and prescribe independently
(see map). Several other states
are reconsidering their laws to
allow independent practice and
to adopt the Advance Practice
Nurse (APRN) Model Act gener-
ated by the National Council of
State Boards of Nursing, Under
such laws, nurse practitioners
may practice independently and
be accountable “for recognizing
limits of knowledge and experi-
ence, planning for the manage-
ment of situations beyond [their]
expertise; and for consulting with
or referring patients to other
health care providers as appro-
priate.”*

The trend toward easing re-
strictions is propelled by recent
reports from several blue-ribbon
panels. In addition to the IOM
report, which specifically targets
regulatory barriers, several palicy
briefs from other organizations,
including the Macy Foundation,
support broader scope-of-practice
boundaries. One of the largest
consumer groups, the AARP (for-
merly the American Association
of Retired Persons), also supports
an expanded role for nurse prac-
titioners in primary care.

In addition to the data on the
quality of care, the expected
dramatic increase in demand for
primary care services from Amer-
icans with insurance, and the
impending shortage of primary
care providers, there are several
other reasons to relax state regu-
lations. Effective implementation
of new delivery madels, such as
medical homes and accountable
care organizations, which would
provide chronic disease manage-
ment and transitional care, re-
quires the establishment of in-

BROADENING THE SCOPE OF NURSING PRACTICE

terdisciplinary teams in which
nurses provide a tange of ser-
vices, from case management to
health and illness management.
Such an expanded scope of prac-
tice and team-based approaches
including nurse practitioners have
been shown to improve quality
and patient satisfaction and re-
duce costs at the Veterans Admin-
istration Health System, Geising-
er Health System, and Kaiser
Permanente.?

Reductions in cost associated
with broadening nurse practition-
ers’ scope of practice can be seen
elsewhere as well, In U.S. retail
clinics, where cost savings have
been documented, nurse practi-
tioners provide most of the care.
But retail clinics have been slow
to expand in states with more re-
strictive scope-of-practice reguia-
tions. Research in Massachusetts
shows that using nurse practition-
ers or physician assistants to their
full capacity could save the state
$4.2 billion to $8.4 billion over

'10 years and that greater use of

retail clinics staffed primarily by
nurse practitioners could save an
additional $6 billion.?

Since nurse practitioners’ edu-
cation is supported by federal
and state funding, we are under-
utilizing a valuable government
investment. Moreover, nurse prac-
titioner training is the fastest
and least expensive way to ad-
dress the primary care shortage.
Between 3 and 12 nurse practi-
tioners can be educated for the
price of educating 1 physician,
and more quickly.®

Despite the robust rationale
for broadening nurse practition-
ers’ scope of practice, key medi-
cal organizations oppose the idea.
The American Medical Associa-
tion, the American Osteopathic
Association, the American Acad-

10.1056{NEJMPLO12121 NEJM.ORG
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emy of Pediatrics, and the Amer-
ican Academy of Family Physi-
cians all support requiring direct
supervision of nurse practition-
ers by physicians. As health care
reform advances, implementation
of payment reforms — including
global or bundled team-based
payments and medical home—
based payments — may ease
professional tensions and fears
of substitution while enhancing
support for an increased scope
of nursing practice.

Legal considerations also seem
to favor such a trend. The Fed-
eral Trade Commission recently
evaluated proposed laws in three
states and found several whose
stringent requirements for physi-
cian supervision of nurses might
be considered anticompetitive.
The agency has also investigated
proposed state policies that
would protect professional inter-
ests rather than consumers.?

This is a critical time to sup-
port an expanded, standardized
scope of practice for nurses,
Economic forces, demographics,
the gap between supply and de-
mand, and the promised expan-
sion of care necessitate changes
in primary care delivery. A grow-
ing shortage of primary care
providers seems to ensure that
nurses will ultimately be required
to practice to their fullest capac-
ity. Fighting the expansion of
nurse practitioners’ scope of prac-
tice is no Jonger a defensible
strategy. The challenge will be
for all health care professionals
to embrace these changes and
come together to improve U.S.
health care.

The views expressed in this article are
those of the authors and do not recessarily
represent those of their institutions.

Disclosure forms provided by the authors

are available with the full text of this arti-
cle at NEJM.org.
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See also related Jetters to the Editor (10.1056f
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f EDITORIAL

leff Susman, MD
Editor-n-Chiaf

It's time to collaborate—
not compete—with NPs

tis Ume—time w abandon sur damagingly divisive, pulitically Pyrrhic, and wlti-
mately unsustainable siruggle with advanced pructice nurses { APNs). | urge my fel-
Juw Eamily physicians ro accept—uctually, to embrace—a full parnership with APNs.
Why do I call for such a fundamental change in policy® First, because it's die reality.
In 16 states, nurse practitioners alfready practice independendy. And in many
more staies, there is a clear indication that both the public and politicians favor fur-
ther erosion of barriers 1o independent nursing practice. [ndeed. such independence
is outlined in “The Future of Nursing: Leading Change, Advancing Health” published
by the institute of Medicine (10M) in October 2610, Among the LOM's conclusions:
+ Nurses should practice 10 the full extent of their education and training.
« Nurses should achieve higher levels of education and tratriing through an im-
proved education svsiem that promotes seamiess academic progression.
+ Nurses should be full partners, with physicians and uther healih care profes-
sionals, in redesigning health care in the United States,
Second, | betieve our arguments against such a shift in policy don't hold up.
ite the endless arguments abowt vutcomes, training, and patient preferences. |
westly believe that most nursing professionals—just like muost physicians—prac-
tice within the bounds of their experience and Lraining.

Indeed, the arguments {amily physicians make
against APNs sound suspiciously like specialists’ ar-
guments against us, {Surely, the gastroenterolugists
assert, their greater expericnce and expertise should
favor colonoscopy privileges ondy for physicians within
their specialty, not for lowly primary care praciitio-

Arguments FPs
make against
APNs sound

like specialists’

arguments
against us.

ners.) Rather than repearing the ovele of oppression
that we in familv medicine battle as the oppressed. Let's
celebrate difterences in practice, explore npportunities
for collaboration. and develop diverse models of care.

Third. | call for a fundamental shift in policy because 1 tear thad, trom a political
perspective. we have much 1o lose by continuing to do butiie on this front. Fighting
fractures vur support and reduces our effectiveness with uur legislative, business,
and consuiner advocates,

Finally, I'm convinced that joining forces with APNs 10 develop innovative
models vl team care will lead to the best health outcomes. In o world of accountable
fiealth care organizations. health innovation zones, and modical “neighhorhoods”
we gain far more from collaboration than from comperition,

Asweringinthe new year, let's stop clinging 10 the past—and redirect our ener-

gies toward envisioning the future of health care.

fte@neoucom 2y
DECEMEER 2010 :
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TESTIMONY

TO
SENATE HUMAN SERVICES COMMITTEE
62"° NORTH DAKOTA LEGISLATIVE ASSEMBLY
BY
Kris Todd-Reisnour, FNP, CCD, ONP-C

January 18, 2011

Madame Chairman Lee and Committee Members

My name is Kris Todd-Reisnour. | am a Family Nurse Practitioner (FNP) and | am
here to testify in favor of SB 2148. | am one of the 4 Nurse Practitioners (NPs) in
the state who are self-employed. | own and operate Dakota Osteoporosis in
Bismarck. In this clinic | diagnose, educate and treat patients for osteoporosis and
orthopaedic problems. Patient referrals come to me from physicians, other NPs,
chiropractors, therapists as well as others. My collaborating physician is Dr. Biron

Baker at Medcenter One.

| am also a contract employee for a local medical facility seeing residents in long

term care facilities for health problems. When necessary | contact other health



. care providers regarding medications and recommendations. The health care
provider | choose to contact may be a Family Practice physician, the NP who
manages the dialysis unit, the surgeon when you find a mass or your favorite
pharmacist depending on the patient’s need. All NPs coliaborate with the
appropriate health care provider when practice and prescriptive issues arise. That

is part of our training.

| am the Secretary for NDNPA and represent our group on the Department of
Human Services Medicaid Advisory Committee. We have gathered a significant
number of signatures from physicians, hospital board members, pharmacists and
county commissioners in support of the amendment. Dr Kent Martin who was
appointed by the North Dakota Board of Medicine to the Prescriptive Authority
Committee is also a supporter of the amendment. The Ashley Hospital Board of
. Directors have all signed in support. We have received letters of support from
many organizations: Community HealthCare Association of the Dakotas, AARP,
American Academy of NPs, American College of NPs, National Council of State

Boards of Nursiﬁg and many others listed for you.

As Secretary | also receive emails from recruiting agencies and organizations at
least monthly. They ask me to send out information to our membership regarding
job openings for NPs in North Dakota communities. In the last two months there

have been requests from Towner, New Town, Oakes and Grand Forks.

After workihg with Lee Boyles, Administer of Oakes Community Hospital he sent
me a note | would like to share with you. “Thomas Cooper did share with me the
proposed bill to remove the collaborating physician piece for prescriptive

. authority. I'm all in favor of this! | agree 100% that it helps improve access to care



—

in our rural areas, while maintaining high quality of care, and also helps keep
healthcare costs affordable. I've signed the support page for you and attached it
to this email. | think mid-level practitioners, both NPs and PAs are outstanding
providers. | feel they can truly help us in our rural communities, and our
opportunity in Oakes allows them to really grow their scopes of practice as

well...clinic, hospital, ER, etc.

in closing | would like to leave you with a question. One of our members is a NP
who practices in Westhope with a 76 year-old collaborating physician. When he is
no longer practicing will she be able to find a new collaborating physician outside

the community? Or will the community lose two health care providers?

| urge you to support Senate Bill 2148. Thank you for allowing me to share my
thoughts with you today. This Bill is not only important to me but also to

healthcare access in North Dakota.
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Cheryl Rising

Narth Dakota Nurse Practitioner Association
8300 Burnt Creek Island Road

Bismarck, ND 58503

Dear Ms. Rising,

North Dakota residents need access to high quality health care offered by primary care providers,
especially in our underserved rural and urban communities. Along with the rest of the country, our
state is facing a shortage of primary care providers who can care for people of all ages, but
particularly those with muiltiple chronic conditions. Consider the numbers, according to a 2010
study by the University of North Dakota, 89% of North Dakota's counties are partially for fully
designated as Primary Care Health Professional Shortage Areas.

Nurse practitioners are part of the solution: North Dakota has 350 nurse practitioners. But state
laws limit our ability to access the care they provide.

North Dakota state legislators and the Governer have an opportunity to bring much needed primary
care to tens of thousands of North Dakota residents with the bill introduced by Senator Lee, which
ould amend and re-enact Section 43-12. 1-18 of the North Dakota century code relating to the
drescriptive standards for advanced practice registered nurses (APRNs). Such a legisiative change
would make fundamental and necessary changes to how nurse practitioners can provide the health ‘
care services for which they are trained, skilled and licensed. '

Nurse practitioners and other APRNs provide primary care and women's health services, and help
patients manage chronic conditions such as diabetes, among other important heaith services. Yet,
North Dakota laws limit the consumer's ability to access these services by requiring nurse
practitioners and other APRNSs to practice under physician supervision, through a coliaborative
agreement. This is particularly troubling for our residents who live in rural areas, where a severe
shortage of physicians is prevalent, making it a challenge for nurse practitioners to find physicians
for oversight. If enacted, this bill would eliminate waiting periods of up to six months for nurse
practitioners to provide care. These waiting periods delay APRNs’ ability to write prescriptions,
diagnose problems, refer patients to specialists and perform diagnostic testing. As a result, North
Dakota residents struggle with undiagnosed ailments, go without medication, and their health

declines.

That is why AARP North Dakota urges the State Legislature and the Governor fo remove barriers
that prevent APRNs from providing the health care services we need. '

APRNSs are registered nurses with advanced training in preventing, diagnosing, and treating iliness,

licensed to write prescriptions. These health care professionals hold two nursing degrees (an

undergraduate and Master's degree), and must complete supervised clinical training and testing by

national accrediting bodies in nursing. Similar to other health care professionals, once certified by

the state, APRNs broaden their skill-base through continuing education and experience. APRNs ..))

’ W. Lee Hammond, President
HEALTH / FINANGES / CONNECTING / GEVING / ENJOYING Addison Barry Rand, Chief Executive Officer



are educated and trained to do what we need them to do - care for those who need primary,

wreventive, and chronic care.
= S

tudies demonstrate that APRNs deliver safe and effective health care to all populations, across
settings, and in many specialties. In fact, research shows no difference in ocutcomes of primary
care delivered by APRNs and physicians, including patient health status, number of prescriptions
written, return visits requested, or referrals to other providers. A recent review of the quality and
effectiveness of care provided by APRNs from 1990 to 2008 found that APRNs provide as high a
quality of care as physicians.

North Dakota already faces a severe shortage of health care providers. We will benefit by

removing barriers that prevent APRNs from practicing to their full level of education, expertise and
licensure.

AN

5 S Cheney, Seni ate Directbr

P North Dakota
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Healeh System

PO. Box 6002 @ -

Grand Forks, ND

October 19, 2010 58206-6002

(701) 780-5000 phore
Chery 1 R-ismg alvru.org ek
President of NDAPN ‘
905 Dodge Circle
Bismarck, North Dakota 58501
Cheryl,

I am sending this letter to you, offering our support for the legislative change — so Nurse
Practitioners would no longer need a collaborative letter with a physician for prescriptive
practices, As president of the North Dakota Organization of Nurse Execs, I give you the
support of our organization for this legislation. Goad luck.

Sincerely,

‘&k%u el 2 |

Margaret Reed, RN
Chief Nurse Executive 0
Altru Health System

U

HERE FOR LUFE
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Assactilion of e Dakoras

January 11, 2011

To Members of the 62™ Legislative Assembly:

On behalf of the member Community Health Centers in North Dakota, I am writing in support of
the proposed legislation to modernize and update the requirements of their advance practice
registered nurse standards found in SB 2148.

In reviewing the rationale and the literature put forward by the American Academy of Nurse
Practitioners, our North Dakota Health Center members support the ab;llty of Nurse Practitioners
to meet the intent of their scope of practice with the changes proposed in the leglslatxon Nurse
Practitioners have proven to be valuable also prowders of health care, particularly primary health
care, in North Dakota, The Practice Act governing their work and standards should be allowed
to stand on their own and to reflect the quality of their preparation and competencies.

Sincerely,

K & o

Karen E. Larson, Deputy Director

C: Scot Graff, CEO
Sharon Ericson, Valley Community Health Centers
Patricia Patron, Family HealthCare Center
Joan Altenbernd, Migrant Health Services
Faye Hagen, Northland Community Health Center
Dawn Berg, Coal Country Community Health Center

e \]Cdr@

o %,

; N
’,’5
(YAl

Lis
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www.communityhealthcare.net



Cavalier County, North Dakota
() Office of Auditor

901 Third Street - Suite 15 Commissioners
Langdon, ND 58249 Harold Nowatzki
(701) 256-2229 Richard Flanders
Dawn Roppel - Auditor (701) 256-2546 (fax) Harvey Hope
Lisa Gellner - Deputy Auditor Alvin Carlson
Pam Lafrenz - Office Clerk ) Tom Borgen

Honorable Senator Judy Lee

We, the Cavalier County Commissioners, voted at our
December 21, 2010, meeting to support the elimination of the
requirement for a physician signature on Nurse Practitioner
prescriptive privilege licensure. We believe itis an unneceésary
. formality which does not improve quality or safety of NP
practice. We believe, also, NP’s assess, diagnose, and treat
acute and chronic diseases. The passage of this bill eliminating
the signature requirement will improve access to healthcare
and position North Dakota to improve the recruiting of NP’s
into this fine state. We believe this will help eliminate the
primary care provider shortage in North Dakota. We want to
take this opportunity to thank you for sponsoring this bill, and
again, reiterate our support for it. We appreciate the endless
hours and dedication our NP’s do in our community and |
county.

Cavalier County Commissioners




COLLEGE AND U NIVERSITY N URSING EDUCATIONJ \DMINISTRATORS

Dakota Nursing Program November 29, 2010

Dickinson State University
Department of Nursing

lamestown College
Department of Nursing

Medcenter One

College of Nursing To NDNPA:

Minot State University

Department of Nursing The College and University Nursing Education Administrators (CUNEA)
has voted to support the legislative bill to eliminate the required signature

Sitting Buil College for prescriptive privileges for advanced practice registered nurses.

Department of Nursing

h Dakota State
ege of Science
Department of Nursing

Respectfully,
North Dakota State University
Department of Nursing
United Tribes Technical College Kelly Buettner-Schrnidt, Co-Chair

Department of Nursing

University of Mary
Division of Nursing

University of North Dakota
College of Nursing




™
OR %,
R,

g"v.- o0,
R NORTH DAKOTA BOARD OF NURSING
.; .1 1915 i+ 919 S 7th St., Suite 504, Bismarck, ND 58504-5881
"@%“ LS Telephone: (701) 328-9777 Fax: (701) 328-9785 :
W7D GF WS Web Site Address: hitp://www.ndbon.org ‘

it

Workplace Impairment Program: {701) 328-9783

To: ND Nurse Practitioners Association
Cheryl Rising APRN, FNP, President

From: ND Board of Nursing
Buzz Benson RN, President
Re: Support of proposed legislation to amend the

NDCC 43-12.1 -18. Nursing Practice Standards

Date: September 28, 2010

The North Dakota Board of Nursing met on September 16,2010 and discussed the request for
NDBON support for the legislative proposal to amend NDCC 43-12.1-18 Nursing Practice
Standards. The NDBON reviewed the Nurse Practices Act as it relates to the submission of a
collaborative agreement for granting prescriptive authority for APRNS. Brian Bergeson, SAAG,
reviewed applicable law related to the collaborative agreement and determined that this was a
requirement in the NDCC 43-12.1-18 Nursing Practice Standards. '

Therefore the Board made the following motion:
Motion: Rustvang, seconded by Traynor to:

SUPPORT A LEGISLATIVE PROPOSAL TO AMEND NDCC 43-12.1-18 NURSING
PRACTICE STANDARDS THAT WOULD ELIMINATE THE REQUIREMENT OF A
COLLABORATIVE AGREEMENT WITH A LICENSED PHYSICIAN FOR
PRESCRIPTIVE AUTHORITY.

Roll call vote: Anderson, yes; Benson, yes; Christianson, yes; Frank, yes; Lal.onde, yes; Levi, yes; Rustvang,
Smith, yes; Traynor, yes;
9 yes, 0 no, 0 absent. Motion carried.

Thank ybu for this opportunity to provide support for the APRNS to practice to their full scope of
practice. :

The mission of the North Dokota Board of Nursing is to assure North Dakola citizens quality nursing care through the regulation of standards for
nursing education, licensure and practiee,




/@ North Dakota Association of Nurse Anesthetists

P.O. Box 1755 » Bismarck, ND 58502-1755 « Phone 701-221-7797 « Fax 701-224-8824 » ndana@apind.com » www.ndana.org

Chery Rising November 4, 2010
North Dakota Nurse Practitioner Association

905 Dodge Circle

Bismarck, ND 58503

Ms. Rising:

The North Dakota Association of Nurse Anesthetists supports the NDNPA proposal to remove the
requirement for collaborative agreements from the regulation of nurse practitioners.

The North Dakota Association of Nurse Anesthetists represents more than 200 advanced practice,

Certified Registered Nurse Anesthetists, practicing in all settings across the state. From urban to rural

facilities, sole provider and in a team approach, CRNAs provide safe, quality care, administering

anesthesia to the vast majority of North Dakota patients. This care allows surgical, obstetrical, and

trauma stabilization services in hospitals and clinics, increasing access to health care throughout our
ate.

NDANA supports CRNAs practicing to the fullest extent of the scope of practice. ND law does not, and
never has required physician supervision of the CRNA or any collaborative arrangement with a physician
for the administration of anesthesia. It has been our position that any such requirement is not in the
best interest of the health care of ND citizens as it would create barriers to access. Additionally, natianal
studies have shown no difference in outcomes where the CRNA practices with or without physician
supervision.

The NDANA board received your information proposing to “Update the regulation requirements of
nurse practitioners to improve healthcare workforce utilization in North Dakota while maintaining
safety.” Your proposal to remove the requirement for collaborative agreements is consistent with the
NDANA position to improve access to safe, quality healthcare throughout ND, Additionally, NDANA
agrees with your position that such requirements “...do not assure patient safety, improve guality of
care, or lead to meaningful intra-disciplinary or integrated practice.” In fact, often such requirements,
especially in a rural state like ND, limit access to meet the healthcare needs of the citizens.

Sincerely,

80% Hprriiotes, casshy s

‘ Jody Slominski, CRNA, MSN
President
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PO Box 292 4 Mandan, ND % 58554
701-223-1385

The Nursing Scope and Standards of Practice, 2™ Ed. published in 2010 by
the American Nurses Association lists the standards of practice for all nurses.
These standards include assessment, diagnosis, outcomes identification, planning,
implementation, and evaluation. The standards of coordination of care, health
teaching and promotion, consultation and prescriptive authority and treatment
further define the standard of implementation. Consuitation and prescriptive
authority and treatment are specifically aimed at the advanced practice nurse. To
complete the list of standards, the standards of professional performance include:
ethics, education, evidence-based practice, quality of practice, communication,
leadership, collaboration, professional practice evaluation, resource utilization, and
environmental health. These standards are foundational in practice descriptions for

___the Registered Nurse and subsequently the APRN, thus being the basis for state law

and regulation which further define criteria for the licensure and description of the
scope of practice.

The APRN scope of practice already mandates the APRNs use a process that
ensures patient safety by following well accepted national standards of practice. It
is expected that all nurses as well as advanced practice nurses fulfill their contract
with society by being.accountable to the public by meeting the Scope and
Standards of Practice and the Code of Ethics. The Nurse Practices Act and Rules and
Regulations further promote safety through self regulation and individuals are
further overseen by institutional policy and procedures, credentialing and reviews
all based upon these Codes and Standards.

Based on the solid foundation upon which the APRN scope of practice has
been developed, and the fundamental belief that practice is self-governing and that
the standards describe accountabilities to society, NDNA fully supports removal of

the regulatory requirement for collaborative agreement for prescriptive privileges as

. presently written in the ND Nurse Practices Act.

ke Srrz PhD, RMRC
VoA [ hoseboit
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ACNP

AMERICAN COLLEGE OF NURSE PRACTITIONERS

December 14, 2010

To whom it may concern,

This letter is being sent in support of the North Dakota Nurse Practitioner Association’s
legislative efforts to change the Nurse Practice Act, Chapter 43-12.1-18 Nursing Practice
Standards. Currently the standard reads that in order to have prescriptive authority NPs must
“include evidence of a collaborative agreement with a licensed physician.” The NDNPA 1s
seeking to remove this barrier to full, appropriate NP practice.

There are currently fifteen states that do NOT require NPs to have any type of relationship with a
licensed physician to prescribe medications, with many of them having prescriptive
“independence” for over 20 years.

In July of 2008, the National Council of State Boards of Nursing released its document
“Consensus Model for APRN Regulation: Licensure, Accreditation, Certification & Education.”
In this document, the definition of an APRN “includes language that addresses responsibility and
accountability for health promotion and the assessment, diagnosis, and management of patient
problems, which includes the use and prescription of pharmacologic and non-pharmacologic
interventions” (p.7). (www.ncsbn.org/170.htm) Removal of the clause “include evidence of a
collaborative agreement with a licensed physician™ will bring the North Dakota Nurse Practice
Act into alignment with the recommendations and direction of the National Council of State
Boards of Nursing, and remove barriers to full and appropriate practice for Nurse Practitioners
and their patients.

Should you want any further information regarding Nurse Practitioners having independent
prescribing privileges, please feel free to contact me at President@ACNPweb.org.

Regards,

/ }I srsha ;il"”‘a' ¢

Marsha Siegel, EAD, FNP-BC
President
ACNP Board of Directors

ACNP < 1501 Wilson Boulevard, Suite 509 < Arlington, VA 22209
Tel: 703/740-2529 +% Fax: 703/740-2533 <+ Email: ACNP@acnpweb.org % www.acnpweb.org




. AMERICAN ACADEMY OF NURSE £

PRACTITIONERS

Administration: PO Box 12846 + Austin, TX 78711 - 512-442-4262 + Fax: 512-442-6469 - E-mall: admin@aanp.org - Web Site:
. www.aanp.org
Office of Health Policy: PO Box 40130 - Washington, DC 20016 - 202-966-6414 - Fax: 202-966-2856 - E-mail: dcoffice@aanp.org
Joumnal (JAANP): PO Box 12965 - Austin, TX 78711 - 512-442-4262 - Fax: 512-442-6469 - E-mail: journal@aanp.org

December 1, 2010

Senator Lee

North Dakota State Capitol
600 East Boulevard

Bismarck, North Dakota 58505

Re: Updating the Regulatory Statutes for Nurse Practitioner Prescribing (ND Century Code
43-12.1-18)

Dear Senator Lee,

. On behalf of the American Academy of Nurse Practitioners (AANP), our North Dakota
nurse practitioners members and the patients served by the North Dakota nurse i
practitioner community, 1 am writing to express support for the proposed updates to '
nurse practitioner prescribing section of 43-12.1-18 of the North Dakota Century Code.

Nurse practitioners are primary care providers who evaluate, diagnose, order and
interpret diagnostic tests, and initiate and monitor treatments—including writing
prescriptions. For nearly half a century, nurse practitioners have cuitivated a track
record for providing high quality, safe and cost effective care across all care settings.
Today, North Dakota is in a situation where we have well equipped clinicians that are
restricted from providing care at the top of their education and abilities because of
outdated legislative and regulatory language. Discussions with our North Dakota nurse
practitioner members have made it clear that the outdated requirement for a
collaborative agreement with a physician for nurse practitioner prescribing is failing to
add safety, quality, integrated communication, or coordination to patient care. Instead, it
has become an unnecessary formality that has set up barriers to practice, decreased
access to care, and clouded the public transparency around prescribing accountability.

The AANP recommends the removal of the outdated reguirement for a collaborative
- agreement for prescribing. In fact, AANP is not alone in recommending that outdated
legisiative barriers to practice be removed.

. - The Institute of Medicine, “The Future of Nursing: Leading Change, Advancing
' Health,” publication released October 2010 recommends that “advanced practice ¢
registered nurses should be able to practice to the full extent of their education and



legislatures “reform the scope-of-practice regulations to confirm to the National
Council of State Boards of Nursing Model Nursing Practice Act and Model Nursing
Administrative Rules”

f. training.” To achieve this goal, the IOM committee recommends that state
A b

» The Josiah Macy Foundation's 2010 “Who wili provide primary care and how will
they be trained?” summary recommends that “policies be changed to remove
barriers that make it difficult for nurse practitioners and physicians assistants to serve
as primary care providers and leaders of the patient-centered medical home of other
models of primary care delivery.”

» Consumer groups are additionally supporting updating practice regulation to
provide for greater access. In March 2010, the AARP released the following policy
statement, “Current state nurse practice acts and accompanying rules should be
interpreted and/or amended where necessary to allow APRNs to fully and
independently practice as defined by their education and certification.”

» 14 states and the District of Columbia have already adopted similar updates
that no longer require links to a physician for practice and prescribing—some
states have had these updates for over a decade.

The proposed language update to 43-12.1-18 is consistent with these national
recommendations and with the national trends in regulating nursing practice. This
language update will help address the healthcare workforce challenges facing North
Dakota, and maintain the strong commitment to public safety and quality of nurse
prescribing under the direct authority of the Board of Nursing. This change to the
regulation of nurse practitioner prescribing will not alter the scope of practice.

The American Academy of Nurse Practitioners, along with our North Dakota
membership, respectfully asks the Legislature to ensure that North Dakota effectively
utilizes the healthcare workforce by updating 43-12.1-18 to align with the National
Council of State Boards of Nursing (NCSBN) regulatory framework for advanced
practice nurses. We appreciate the opportunity to provide comment to this iegislative
process and its implication to care delivery. If there are any questions regarding the
AANPs comments, please contact our health policy office at (202) 966-6414.

Sincerely,

Tay Kopanos, DNP, NP
Director of Health Policy, State Government Affairs
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North Dakota
Nurse Dractjtoyer Associstivn

North Dakota Nurse Practitioners are req_uesting your support with legislation to amend the
Nurse Practice Act o eliminate the raquirement for physician signature for prescriptive

privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will: '

Elirninate barriers to NP practice.

\ncrease access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Wil allow ND Nurse Practice Act 1o be more consistent with other wesiem rural states
to help work toward having Compact NP practice among neighboring states.

Will NOT change the NP scope of practice

« Wil NOT change quality of care for patients

. | am in favor of this amendment.
- %:_%%Md_;.ngﬂ_ Esgenble Hrattn brgo
) /
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North PDrkota

Nurse Practitioner Ansociation

North Dakota Nurse Practitioners are requesting your support with legislation t0 amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change Is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Wil position ND more competitively in recruiting primary care NPs

Withaliow ND Nurse Practice Act to-be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Wili NOT change the NP-scope-of practice

Will NOT change quality of care for patients

» o 00

i am in favor of this amendment.
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North Dakota
Nurse Practitioper Association

North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will aliow ND Nurse Practice Act to be more consistent with other western rural staies
to help work toward having Compact NP practice among neighboring states.

» Will NOT change the NP scope of practice

« Wi-NET change quality of care for patients

. | am in favor of this amendment.
v e PR Pnions g St W\
(Signature) {Practice Location)
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(Signature} . (Practice Location)
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(Signature) (Practice Location)
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Nort] Dakoth
Nurse Praviitioner Association

North Dakota Nurse Practitioners are requesting your support with legisiation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

» Eliminate barriers to NP practice:
« Increase access to care for patients in our state
« Wil position ND more competitively in recruiting primary care NPs
» Wil allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.
Will NOT change the NP scope. of practice
+ Wil NOT change quality of care for patients

| am in favor of this amendment.
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North Daketa
Nurse Practifioner Association
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Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

|

|

i,- North Dakota Nurse Practitioners are requesting your support with legislation to amend the

!.

| This change{s consistent with the position of the National Councll of State Boards of Nursing

! and will:

. « Eliminate barriers to NP practice.

« Increase access to care for patients in our state

g » Will position ND more competitively in recruiting primary care NPs

: « Wil aliow ND Nurse Practice Act to be more consistert with other western rural states

i ‘to help work toward having Compact NP practice among rjeighboring states.
| » Will NOT change the NP scope of practice '
« Will NOT change quality of care for patients

. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will allow NDNurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Wil NOT change the NP scope of practice

« Will NOT change quality of care for patients

. i am in favor of this amendment.
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Nrse Prractptioner Assoeiation

North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Praclice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will: '

+ Eliminate barriers to NP practice.

-« Increase access to care for patients in our state

« Wil position ND more competitively in recruiting primary care NPs

« Wil allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

« Wilt NOT change the NP scope of practice :

o Will NOT change quality of care for patients

| am iy favor of this amendment. <o N\‘Q\U@Q P\'\IK%\WV:\(U /4\33:?3‘\.[7&\095_
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privilegss.

This change la consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice,

Increase access to care for patients in our state

Will position ND more competitively in recruiting primery care NPs

Wit atfow ND Nurse Practice Actto be more consistent with other westaem rural states
to help work toward having Compact NP practice among nelghboring states.

Will NOT change the NP scopeof practice

Will NOT change quality of care for patients

! am in favor of this amendment.
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